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ABSTRACT 
Background and study aim : having a hysterectomy can be devastating because for 
most women, the uterus is an important symbolic organ as the core of their 
womanhood. Women who have a hysterectomy typically experience significant 
psychological and physical stress that severely affects the quality of their life. Many 
studies have investigated the effects of pre-operative interventions on post-operative 
outcomes. However, little information exists about the pre-operative care given to 
Chinese women having a hysterectomy. Also, few studies report the magnitude of 
the effect of interventions and associated confidence intervals. In Hong Kong 
hysterectomy is one of the most common operations performed on women. The 
need for a study testing the effect of psychological interventions on post-operative 
outcomes of women having a hysterectomy, is therefore compelling. Therefore, the 
aim of this study was to investigate the effect of information plus cognitive 
intervention given pre-operatively on post-operative outcomes of Chinese women 
having a hysterectomy. 
Design : A controlled trial design with pseudo randomization. The researcher 
randomly allocated 96 women having elective abdominal hysterectomy in a general 
hospital in Hong Kong, during a 9-month period, into two groups. The experimental 
group (n = 48) received a pre-operative information booklet plus cognitive 
interventions (cognitive distraction and cognitive re-appraisal). The control group (n 
=48) received the information booklet only. 
Procedure and measures : Following ethnical approval, a research nurse took 
baseline measures of state and trait anxiety using the Chinese State-Trait Anxiety 
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Inventory (C-STAI). Immediately before the operation, on the post-operative day 1, 
and the post-operative day 3, patients' A-State anxiety were again assessed. The 
patients' mean pain level on the day of operation, post-operative day 1, and post-
operative day 2 was assessed using the Visual Analogue Scale (VAS). On post-
operative day 3, a research nurse also administered the Patient Satisfaction 
Questionnaire (PSQ) and, recorded requests for analgesia during the first 3 post-
operative days. 
Results'. Experimental subjects reported significantly lower anxiety levels and lower 
mean pain scores post-operatively, and a significantly higher level of satisfaction 
than controls. Patients in the experimental group requested slightly less analgesia 
than in the control group during the post-operative periods, but this result was not 
statistically significant. Effect sizes were mostly medium and 95% confidence 
intervals were acceptably narrow. 
Conclusion : the findings of this study support the importance of providing patients 
with written information plus cognitive interventions about their surgery and its 
effects to minimize their post-operative anxiety levels, mean pain scores, and 
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Chapter 1 : Introduction and Literature Review 
Evidence shows that surgery induces fear, anxiety and uncertainty in patients 
irrespective of whether it is major surgery occurring in a large hospital, or minor 
surgery taking place in an outpatient department (Lewis and Collier, 1992). When 
patients anticipate surgery, the uncertainty of the outcome, and possible deaths are 
the major concerns that increase their anxiety (Tusek, et al, 1997). However there 
are several other anxieties associated with surgery. These include fear of pain, 
discomfort, anesthesia, the surgical procedure and resultant prognosis, and 
disfigurement or loss of a valued body part. People facing surgery may also fear the 
loss oftheir livelihood and burdening others (Berry and Cornelia, 1986). 
Anxiety can warn people when their well being is threatened (Atkinson, 
1996). During mild and moderate anxiety, patients' alertness may be heightened 
because they recognize their tension as a warning signal. However, empirical 
evidence shows that prolonged anxiety, like that experienced by surgical patients, 
leads to increased protein breakdown, fluid and electrolyte imbalance, decreased 
wound healing, decreased immune response, and increased risk of infection (Boore, 
1987). 
Evidence shows that patients with high pre-operative anxiety report more 
pain, use more analgesics, stay in hospital longer, and report more anxiety and 
depression during their recovery than patients with less pre-operative anxiety 
(Martin, 1996). This link between anxiety and outcome suggests that reducing pre-
operative anxiety ofpatients could promote post-operative recovery. 
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However, responses to surgery may be influenced by personality factors, 
individuals' perceptions about the surgery and particularly, the type of surgery 
performed (Kenisl & Ames, 1986). Surgery on body areas that have special 
meaning to the person such as breast, genitalia or reproductive organs may have 
negative effects on body image, self-esteem and overall quality of life (Long, 1987). 
Having a hysterectomy can be devastating because for most women, the 
uterus is an important symbolic organ as the core of their womanhood (Dennerstein 
and Wood, 1982). Although there is little visible alteration in the body after a 
hysterectomy, a woman's self-concept, self-esteem and body image may be radically 
affected. Women who have a hysterectomy typically experience significant 
psychological and physical stress, like fear of the effect on their sexual relationships, 
their attractiveness and their femininity (Webb and Wilson-Barnett, 1983). Women 
may also experience depression because of the sense of loss that having a 
hysterectomy often instills (Fogel-Woods, 1995). 
Interventions like information, skills teaching and psychosocial support have 
been shown from Meta-analyses to promote positive post-operative outcomes in 
surgical patients (Suls & Wan, 1989; Devine, 1992). However little is known about 
whether cognitive interventions like cognitive reappraisal and cognitive distraction, 
or using these interventions concomitantly with other interventions improves post-
operative outcomes in women having a hysterectomy. Few studies have also 
controlled tbr lhe effect ofpersonality on outcomes. There have been few published 
studies testing the effect of psychological interventions in Chinese women having 
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surgery despite evidence that shows Chinese women experience pain differently 
than non Chinese women (Chang, Holroyd & Chau, 1995). In Hong Kong 
hysterectomy is one of the most common operations performed on women and in 
some hospitals almost 300 are performed each year. The need for a study testing the 
effect of psychological interventions on post-operative outcomes of women having a 
hysterectomy is compelling. 
Literature Review 
The literature review will first examine the experience of surgery then 
consider the effect of surgically induced anxiety on cognitive ability. The researcher 
will then review the effect of various interventions that have been used to prepare 
people for surgery with the aim of promoting positive post-operative outcomes. The 
researcher will complete the review by discussing a theoretical framework that may 
guide the study. 
The experience of surgery 
Surgery is a frightening prospect for most people, causing considerable 
anxiety, exacerbating patients' pain response and prolonging the process of recovery 
(Briggs, 1995). Previous studies (Richardson & O'sullivan, 1991, and Tusek, et al., 
1997) found surgical patients' fears to be related to the uncertainty ofthe surgery 
outcome; the possibility of pain and discomfort; not knowing what to expected; the 
possibility of disturbances in body image; family separation; financial concerns; 
concem about how the family would cope; disruption of life plans; loss of control 
^ 
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associated with anaesthesia; loss of independence and the possibility of death. 
However, as each experience of surgery is unique patients' anxiety levels vary. 
For many women, the operation of hysterectomy is a significant 
psychological and physical stress because hysterectomy has been associated with 
undesirable consequence, such as sexual, emotional and physical problems. 
Besides, it may also affect the self-concept, self-esteem and body image of the 
patient. In addition, patients who perceive a hysterectomy, as a loss of femininity 
will be more likely to become depressed (Fogel and Woods, 1995). 
Effect ofsurgically-induced anxiety on cognitive ability 
Although a certain amount of anxiety is crucial for learning, severe anxiety is 
characterized by a limited ability to perceive and communicate details; learning does 
not occur because of impairment to cognitive function (Christopherson and Peliffer, 
1980). Consequently, patients can absorb only a small amount of information and 
may even forget the information quickly. A study of state anxiety, critical thinking 
and information processing during and after breast biopsy of 85 women, found that 
women whose anxiety level was high had more impaired critical thinking and 
reasoning at the time of hospitalization than six to eight weeks after discharge 
(Scott, 1983). Another study assessed the state-trait anxiety and the critical thinking 
ability of 30 men with chronic genito-urinary cancer during the period when they 
were waiting for the biopsy and in the post procedure period. The results showed 
that the patients' critical thinking abilities lowered as anxiety increased following the 
diagnostic procedure (Scott, Oberst and Bookbinder, 1984). Another study by 
Nyamathi and Kashiwabara (1988) investigated the relationship between pre-
A4 
operative anxiety levels and cognitive thinking abilities. The findings from this 
study revealed that highly anxious patients also had low scores on critical thinking 
ability. 
The results from these studies show that when an individual experiences 
stress, anxiety levels are often elevated and cognitive ability is impaired. Impaired 
cognitive ability may restrict an individual's perceptual field and negatively affects 
his/her environmental awareness. Because successful coping is influenced by an 
individual's ability to accurately assess a situation and determine coping strategies 
(Lazarus & Folkman, 1984), impaired cognitive ability may also reduce coping 
abilities. However these findings are derived mostly from correlational studies so 
we cannot assume that surgery caused changes in cognitive ability and anxiety, 
although the evidence suggests that it is associated with these changes. There is 
evidence therefore, that the stress provoked by having surgery may also be 
detrimental to a person's cognitive ability. Thus, people facing surgery need to be 
prepared in a way that minimizes their anxiety, enhances their cognitive ability and 
promotes positive post-operative outcomes. 
The effect ofpsychosocial interventions on post-operative outcomes ofpeople 
having surgery 
Information 
The rationale for preparing patients for surgery is based on the assumption 
that excessive pre-operative anxiety is detrimental to the subsequent well being of 
patients (Anderson & Masur, 1983). Janis (1958) was one ofthe first investigators 
to examine the relationship between anticipatory pre-operative fear on the post-
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operative emotional state of patients. Using a questionnaire seeking information 
about previous surgical experiences Janis found that people who reported moderate 
levels of anticipatory fear showed better post-operative adjustment (self-reports of 
anger, emotional disturbance, and complaints against the staff) than people with low 
or high pre-operative anxiety. 
Despite later conflicting findings, Janis' work has been influential and 
valuable. The correlation between high anxiety and poor post-operative outcome 
suggests that reduced pre-operative anxiety levels could facilitate post-operative 
adjustment. Using this rationale, a variety of anxiety reduction interventions have 
been developed. The most popular of which is information. 
According to Janis' theory, patients with moderate amounts of pre-operative 
anxiety would show better post-operative adjustment. He argued that moderate 
levels of pre-operative fear motivated the patient to engage in what he called the 
‘work of worrying'. Giving patients information about the impending stressful 
event (surgery) generates fear and stimulates the work of worrying. Then, the 
patient mentally rehearses the event and develops accurate expectations about it. 
Finally, the patient mobilizes appropriate coping techniques and becomes reassured 
that successful completion of the event is possible. 
Three types of information are discussed in the literature: Procedural, Sensory 
and Behavioral (Bailey & Clarke, 1989, Edelmann, 1992). Procedural information 
gives patients details about the surgery. Sensory information gives information about 
how they might feel during and after the surgery, and Behavioral information provides 
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information about how patients might behave after the procedure, to minimize their 
post-operative discomfort. 
The effect of information on patients' pain relief has been widely tested and 
validated (Droogan and Dickson, 1996). An experimental study by Hayward (1975) 
on 66 patients showed that giving relevant information to patients about to undergo 
an operation significantly reduced their post-operative analgesic use. Hayward also 
reported a significant relationship between pain, anxiety and the effect of 
information. However, several weaknesses in Hayward's study emerged from 
subsequent research. In Hayward's study (1975), 44 out of 66 respondents were 
women. Mlynozak (1989) and Woodward (1995) argued that females have a higher 
perception ofpain than males. Hayward's sample had abdominal surgery. Different 
surgeries might affect patients' post-operative outcomes. For example, hysterectomy 
patients reported more distress than patients having cholecystectomy (Briggs, 1995 
& Mlynozok, 1989). Hence, it is uncertain how Hayward's findings can be 
generalized to people having other types of surgeries. 
Hayward (1975) used several instruments to measure different outcomes 
such as patient anxiety, and processes related to these outcomes, such as personality. 
While this allowed him to outline the relationship between variables not studied 
previously, it also increased the complexity of the study. Patients required almost 30 
minutes to complete the instruments. Also, the researcher visited them twice daily 
to elicit their pain ratings. Disturbances to patients and manipulation of findings 
arising from this might have resulted from too many visits by the researcher. For 
example, too many visits could cause patients to respond in ways simply to appease 
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the researcher, thus minimizing their disturbance (Polit and Hungler, 1999). 
Nevertheless, Hayward's was one of the earliest studies to test, and support, the 
'information hypothesis' confirmed by many subsequent studies (e.g. Moran & 
Kent, 1995; Beddows, 1997) even when information is minimal (Scott, 1994). 
However, surgical patients have not always welcomed pre-operative 
information, neither have all studies have found a positive effect. Twelve percent of 
patients in Kuhn et al.'s (1990) study reported that information could increase 
anxiety by causing them to dwell too much on the painful aspects of the operation. 
Davis (1988) previously recognized this issue. However, this research indicated that 
a reasonable amount of anxiety is useful to promote patients' well being and 
recovery by enabling them to cope better. 
Hawkins and Price's (1993) trial measured the effect ofan education video 
on patients' requests for post-operative pain relief. The study reported no significant 
differences in the pain level, or the request for analgesia between the experimental 
and the control group. Hawkins and Price did not study patients' anxiety levels 
post-operatively. 
Beddows (1997) confirmed the positive effect of pre-operative information 
on post-operative anxiety. However, there is no indication from this study that this 
effect was significant. Devine (1992) meta-analyzed 191 studies that tested the 
effect ofpre-operative instruction on post-operative outcomes. Up to 84% of studies 
reported beneficial effects of general pre-operative instruction on post-operative 
A8 
outcomes. None of the studies in this review involved Chinese patients and there is 
little indication that the studies included women having hysterectomy. 
Most studies testing the effect of information on post-operative outcomes 
used general information, few used specific information. Moran and Kent (1995) in 
a study on patient information needs in short stay units revealed that improved 
information about the organizational aspects of care and about recovery expectations 
were linked to the quality of printed information and its applications. 
Schwartz-Barcott, Fortin, and Kims' (1994) tested the impact of client-nurse 
interaction in pre-operative instruction in ninety-one respondents using the State-
Trait Anxiety Inventory (STAI). Respondents in the experimental conditions 
reported significantly less post-operative anxiety than those receiving routine 
treatment. The findings supported the importance of providing patients with 
information and peri-operative instruction. It was suggested from this study that not 
only should the information given be specific, but also, it should be tailored to what 
the patients' require. Brewster (1992) suggested that an information booklet could 
address this issue. 
Some studies have investigated the effects of different types of information on 
patients' post-operative outcomes. When sensory information has been compared with 
procedural information, sensory information was found to be more effective. In a meta-
analytic review of 21 studies Suls and Wan (1989) found that sensory information had 
significant benefits on post-operative outcomes. They also found that combined 
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sensory and procedural information yielded the strongest and most consistent benefits in 
terms of reduced negative affect, pain reports and other related distress. 
Few studies tested whether the patients understood the information, or used 
satisfaction with the information provided, as an outcome measure. This is 
surprising since research has shown patients understand between 7 and 53 per cent 
of what they have been told (Ley, 1982) and 63 per cent were dissatisfied with the 
information provided (Houston, 1972). 
In summary, previous studies show that pre-operative information may 
minimize patients' post-operative anxiety and pain. Lack of information appears to 
exacerbate patients' anxiety possibly causing post-operative complications. It has not 
been established whether specific or generalized information is indicated. A significant 
problem in previous work is the failure to report the magnitude of the effect of the 
intervention. The information hypothesis has been tested, and mostly confirmed in 
studies of patients receiving different health care interventions. However, the studies 
that confirm the hypothesis rely almost exclusively on null hypothesis significance 
testing. Thus they do not report the magnitude of the effect or associated confidence 
intervals. When one considers these point estimates, empirical support for the 
information hypothesis is weaker. 
Cognitive Interventions 
The rationale for cognitive interventions is that patient's perception and 
appraisal of the invasive event help to determine the anxiety and distress they 
experience (Lazarus & Folkman, 1984). Therefore modifying maladaptive 
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cognitions through cognitive distraction, attention focusing or positive reappraisal 
has been used in an attempt to alter the patient's perception and appraisal of the 
situation and hence reduce operative anxiety. One advantage of cognitive 
interventions over information is the use of a strategy that patients can apply to any 
specific worry. Cognitive interventions should therefore help a greater proportion of 
patients before and after surgery. 
Evidence suggests that cognitive interventions are superior to information 
provision for patients with prior experience of surgery (Kendall et al., 1979). This is 
because patients in the cognitive treatment condition received individual training in 
the identification of those aspects of the hospitalization that aroused distress, and the 
application of their own cognitive coping strategies to lessen their anxiety. Unlike 
information interventions, patients receiving cognitive interventions are explicitly 
told that they could exert more control than they might have realized. A cognitive 
intervention is described as a mechanism that the patient can use to control his/her 
emotions. The enhanced perception of control may result in having greater stress 
tolerance and thus reduce the additional stress that may be generated by feelings of 
helplessness (Sarafmo, 1994). 
Cognitive distraction and cognitive re-appraisal are common cognitive 
interventions that have been used in previous research O^ewman, 1984). Cognitive 
distraction directs the patient's attention away from the threatening aspects of 
surgery although it is difficult to be distracted for a long period by a totally unrelated 
event. Therefore, cognitive distraction consists ofdirecting the patient's attention to 
the more favorable aspects of his/her present situation whenever she anticipates or 
A11 
experiences discomfort, rather than directing his/her attention away from the event 
entirely. For example, a nurse may teach a patient having a hysterectomy to think 
and focus on the favorable outcomes of the surgery like no pain and discomfort 
related to the disease, the pursuit of an active, enjoyable and fulfilling sex life 
without fear of pregnancy and no more menstrual problems. This strategy has 
further advantages in that it makes patient gains salient and is an active means of 
coping with stress that is under the patient's control. The patient knows that she can 
initiate it at any time and in any situation. Consequently, it gives the patient a sense 
of control and thus encourages her to adopt an active role in her approach to surgery 
and recovery. 
Another common cognitive intervention that has been used in previous 
studies is cognitive reappraisal (re-evaluation). According to Lazarus & Folkman 
(1984), if an individual appraises a situation (like surgery) as harmful / losing or 
threatening, it may damage them physically, psychologically and socially. 
Therefore, cognitive re-appraisal encourages re-evaluation of surgery from a 
threatening cognition to a more challenging situation. However, this strategy does 
not encourage denial but rather encourages the patient to maintain an overall 
optimistic view by taking account of the favorable consequences and reinterpreting 
the unfavorable ones. 
The methods and specific steps of this strategy may include firstly, helping 
the patient to realize that a statement such as “I will no longer be woman after a 
hysterectomy" can arouse negative emotions. Therefore, a nurse can help the patient 
to use positive statements like "There will be no visible alternation in my body after 
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a hysterectomy, I am still a woman,，. This can reduce helplessness and promote 
adaptive behaviour. The patient is also taught to think more logically and rationally 
such as “The operation itselfhas no harmful effects on my skin, nor will it cause me 
to gain weight or have bad effects on my general appearance'', which might create 
positive emotional feeling and promote adaptive behaviour. Finally, the patient may 
be asked to write down all her irrational beliefs and self-defeating thoughts. The 
nurse can then vvork wilh her to change her irrational statements or beliefs into more 
rational or helpful statements. The patient is also reminded that whenever she 
anticipates a negative emotion she may refer back to the positive statements that she 
WTOle down earlier. 
In a s tudy of pat ients hav ing c h o l e c y s t e c t o m y , PickeU and C l u m (1982) 
repor ted lhal cogn i t ive dis t ract ion and redi rec t ion w a s m o r e elTective at l ower ing 
pa l icn ls ' pos l -opera te anxie ty levels, than re laxat ion. Langcr el al., ( 1975 ) 
dcNcloped a s l ra lcgy involv ing lhc cogn i t ive reappraisa l o f surgery as a slresslli l 
cvcnl . In this s ludy a g roup of pat ients was asked lo rcplacc lhcir wor r i e s about 
surgery with lhoi ighls about lhc posi l ivc aspec ts of thc hospital cxpe r i cnce and lo 
rchcarsc lhcsc posi t ive lhoughls . W'hcn c o m p a r e d wiih pIaccbo conlrol and 
i i i tbrnialion groups , pal icnls having thc cogni t ive reappraisal in lcrvcnl ion s h o w e d 
bcUer ad jus ln icn l in te rms of lcss pos i -opc ra l i \ c anxicl> . and less pain, a lso f cwcr 
n icdica l ions wcrc uscd. R idgcway and Malhcws" s ludy (1982) involved 
hystcrccioniy palicnls . In lhis s tudy. c o g n i i i \ c intcrvcnl ion was c o m p a r e d wiih 
in lormai ion . Thc rcsiilis showed that pai icnis having thc eoyni t ive intcr%cniion had 
hclter ou lcon ics in l cmis of lcvcl of pain, analges ia usc. and total p o s t - o p c r a l i \ c 
s y m p t o m s whcn coniparcd u i l h pai icnls receiving in format ion or no intervenl ion. 
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For example, significant differences were found for ratings of anxiety, with the 
cognitive coping group having lower anxiety scores than the information and the 
control groups. Patients in the cognitive coping group also took fewer oral 
analgesics and were given fewer analgesic injections than were the other groups. 
Besides this, patients in the cognitive coping group reported less pain and fewer 
worrying thoughts. The above studies show cognitive interventions are better than 
information interventions. However, there are few studies that compare cognitive 
interventions with other interventions, and fewer still that investigate cognitive 
interventions in women having hysterectomies. Thus, more work is needed before 
the benefits of cognitive interventions can be established. Other problems in the 
studies described above suggest the need for further work. These problems include 
the failure to report the size of the effect of the cognitive interventions as well as 
methodological problems in many studies, which prevent a definitive conclusion 
being drawn. One of the methodological problems is the use of heterogeneous 
samples, such as age; sex; diagnosis; education level; and previous health-care 
experiences etc. in many of these studies (Devine, 1992). Lazarus and Folkman 
(1984) pointed out that individual differences in appraisal of threat would be 
expected to make a difference to a person's experience of surgery and his / her 
response to psychological intervention. Mlynozok (1989) and Woodward (1995) 
also found that the perception of pain for females is higher than for males. 
Apart from that, many studies have grouped patients undergoing different 
invasive surgical procedures without controlling for the type, or seriousness of the 
operation. In a study to investigate the effect of pre-operative anxiety on patients' 
cognitive thinking, Nyamathi & Kashiwabara (1988) revealed that women who 
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underwent gynaecological surgery, experienced significant higher anxiety scores on 
STAI than those undergoing any other surgical procedures. Some studies might 
even have been limited by the fact that only subjects admitted for very minor 
surgery were involved (Beddow, 1997). In a longitudinal study of coping and well-
being in elderly people with arthritis, Downe-Wamboldt 8c Melanson (1998) 
demonstrated that the severity of impairment directly influenced stress emotion, 
coping strategies and psychological well-being. Therefore, patients having major 
operations or more invasive surgical procedures may experience more anxiety and 
pain than those having minor surgeries. In addition, some studies were limited by a 
small convenience sample. It has been shown that many nursing studies have 
committed a Type II error as a result of insufficient power (Polit & Sherman, 1990). 
Polit and Hunger (1999) also pointed out that neglecting power analysis in many 
published and unpublished nursing studies resulted in statistically accepting a high 
risk of Type II errors. 
Psycho-educational interventions 
Aside from information and cognitive interventions researchers have used other 
methods to prepare people for surgery and promote positive post-operative outcomes. 
Devine's (1992) meta-analysis includes studies using such interventions. Devine 
analyzed the results of 191 studies published between 1963 and 1989 using 
interventions that she categorized as health care relevant information (see above), skills 
teaching and psychosocial support. Skills teaching included relaxation and breathing 
exercises. Psychosocial support included pre-operative counseling and instruction. 
Outcome measures included postoperative pain (ratings and analgesics used), 
psychological distress (state anxiety, mood, sedative use), length of stay, recovery and 
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incidence of respiratory and other medical complications. This Meta-Analysis found 
statistically significant benefits of small to medium magnitude on recovery, pain, 
psychological distress and length of stay resulting from the psycho-educational 
interventions. These results emerged even when the researcher controlled for the 
effects of four threats to internal validity of the Meta-Analysis (publication bias, low 
internal validity of original studies, little measurement sensitivity and the Hawthorne-
type effect). Notwithstanding the methodological rigor of, and positive results from 
Devine's review, several limitations of this review are evident. The review does not 
provide information on which specific interventions produced the best outcomes or 
what the effect sizes mean in clinical outcomes. For example, it is not clear what a 
medium effect size in post-operative state anxiety means exactly. Also, none of the 
studies in the review appeared to include women having hysterectomies, Chinese 
women, or the use of cognitive interventions. One study used guided imagery. This 
includes elements of cognitive distraction. This review did not control for the effect of 
type, or severity of surgery, on outcomes. Research published since Devine's review, 
has shown that severity of impairment influenced patients' stress levels, coping and 
psychological well being (Downe-Wamboldt & Melanson, 1998). Devine's review also 
did not control for the effects of personality traits like trait anxiety on outcomes. 
There are few studies that either investigated, or controlled for the effect of 
personality characteristics on post-operative outcomes. However, some evidence shows 
links between neuroticism and trait anxiety and patients' pain reports (Martinez-
Urrutaria, 1975), hospital stays (Hayward, 1975), analgesic use (Cohen & Lazams， 
1973), respiratory complications (Parbrook et al., 1973) and other post-operative 
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complications (Boeke et al., 1991). These studies suggest that the higher the 
neuroticism or trait anxiety level the poorer the outcome. 
In addition, of 191 studies reviewed by Devine (1992), 92% were conducted in 
United States of America, 4% were reported from England. Regrettably, none was 
conducted in Hong Kong. In fact, culture has been identified as a factor that influences 
a person's perception and experience pain (Villarruel, 1992). In a study of premenstrual 
syndrome of Chinese Women in Hong Kong, Chang, Holroyd & Chau (1995) reported 
that Chinese women experience higher levels of pain than Non Chinese women. 
Moreover, the concept of hysterectomy may differ from one culture and community to 
another. For example, West Indian women see menstruation as a cleaning act, ridding 
the body of impurities (Haslett, 1996). Besides, hysterectomy can also be considered a 
threat to femininity, especially in Chinese culture in which the role of many women is 
primarily child bearing and motherhood (Pearson & Leung, 1995). Therefore, these 
women may find hysterectomies difficult to accept. Due to cultural differences, the 
findings in Devine's studies (1992) may not be appropriate to apply to the care of 
Chinese women having a hysterectomy. 
THEORETICAL FRAMEWORK 
The theoretical framework of the study being reported is based on Lazarus & 
Folkman's (1984) approach to Cognitive Appraisal, Stress and Coping. According 
to Lazarus and Folkman, cognitive factors are primarily responsible for determining 
the impact of stress. The experience of stress is dependent upon individuals' 
interpretation of the content of a potentially threatening event and their 
psychological, behavioral and emotional responses to it. 
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Lazarus and Folkman's (1984) theory is a cognitive approach in which stress 
is defined as a dynamic, ongoing relationship between the person and the 
environment. In this framework, there is a feedback loop that carries information to 
and from the person and environment about an event. This person-environment 



































































































































































































According to Lazarus and Folkman (1984), cognitive appraisal is the process 
by which an individual evaluates or judges a potentially stressful event for meaning 
and significance to well being. This is also the key to understanding the situation 
from the individual's point of view, because people differ in their sensitivity and 
vulnerability to certain types of stresses as well as in their interpretations and 
reactions to these stresses. There are two types of cognitive appraisals: Primary and 
Secondary. These two appraisals are distinguished for conceptual purposes since 
both appraisals are interdependent and occur at virtually the same time. 
Primary Appraisal 
Primary appraisal is the evaluation of the event for meaning and significance 
to well being. As a result of the primary appraisal, an event may be evaluated as 
irrelevant, benign-positive, or stressflil, (Lazams & Folkman, 1984). Individuals 
will evaluate a stressful event as irrelevant if there are no implications for their well 
being. If individuals believe that it will preserve or enhance their well being, they 
will evaluate it as benign-positive. 
Stressful appraisals are broken down into three potential assessments: 
harm/loss, threat, or challenge (Lazarus & Folkman, 1984). Harm / loss is described 
as damage or injury that has already occurred to the person. This loss may have 
damaged the person (a) Physically, (b) Psychologically, or (c) Socially. An 
appraisal of threat informs individuals that such damage or injury is yet to occur. 
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For example, an appraisal of harm / loss or threat may result from having a 
Hysterectomy. This is because women having a Hysterectomy typically experience 
psychological and physical stress. An appraisal of loss may be for a valuable organ, 
femininity, or her reproductive capability. Moreover, a woman's self-concept, self-
esteem and body image may also be radically affected by the surgery (Webb and 
Wilson-Barnett, 1983). In addition, many women may worry that their sexual 
relationships will worsen after the operation and this may result in difficulties in the 
relationship with their partners. 
An appraisal of challenge is the cognitive process that has the potential to 
stimulate individual growth or gain from an encounter. Lazarus and Folkman (1984) 
state that appraising a situation as harm / loss, or threat rather than challenge may be 
more likely when individuals perceive that the environment is hostile and dangerous, 
and they lack resources for mastering it. On the other hand, a cognitive appraisal of 
challenge may be more likely when individuals perceive the environment as 
difficult, but not impossible to master. Challenge mobilizes coping behaviors in 
individuals and is seen as having implications for adaptation because individuals are 
likely to feel more positive about the demanding stress. 
Secondary Appraisal 
Secondary appraisal is the evaluative stage of the cognitive appraisal process 
in which an individual evaluates what could be done in response to a perception of 
harm / loss, threat or challenge. An individual's secondary appraisal is determined 
by (a) pervious experiences in similar situations; (b) generalized beliefs about 
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him/herself and the environment and (c) availability of resources. During secondary 
appraisals, individuals may ask the question, “How can I handle this stress?" 
According to Lazarus and Folkman (1984), primary and secondary appraisals 
occur almost simultaneously. The interplay of the primary and secondary appraisals 
in a given situation determine the relative degree of stress, the coping options, 
resources, strategies selected, and how the individual copes with the situation. 
Coping 
Coping is a process involving cognitive and behavioral attempts to manage 
perceived stress. Coping behaviors are not merely automatic responses or 
necessarily successful adaptations. Since individuals' cognitive appraisal of stress is 
influenced by both person and situation factors, coping strategies may differ among 
different people and in different situations. For example, one person may evaluate 
minor surgery as an irrelevant or unimportant event, while another may evaluate it 
as a major, threatening event. On the other hand, when a person appraises surgery 
as a threat but evaluates that there are supportive resources available (such as a 
supportive spouse) he/she has a higher likelihood of effectively managing the 
situation. According to Lazams and Folkman (1984), coping is conceptualized as 
consisting of two categories: Problem-focused and Emotion-focused Coping. 
Problem-focused coping is an activity aimed at modifying, avoiding, or minimizing 
the impact of the problem encountered, or an attempt to control the situation. 
Emotion-focused coping is based on the elimination of undesirable emotions that 
result from the stress experience. Therefore, problem-focused interventions will 
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include those designed to provide accurate details of sensory and procedural 
information allied with instructions which foster problem-solving activities. 
Emotion-focused coping entails attempts to regulate the emotional distress by 
relaxation, positive reappraisal, attention redirection (cognitive distraction) or by 
denial to avoid direct confrontation with the problem (Edelmann, 1992). 
Lazarus and Folkman have further categorized the emotion-focused and 









































































































































































































































































































































































































































































































































































































































































































































































































































The coping strategies described above may be used individually or in 
combination. However, the usefulness of these coping strategies depends on 
different situations. For example, confronting can be useful in helping people to 
take action on harmful behaviors, such as excessive smoking or drinking. However, 
it may not be useful in dealing with an illness because there is no way an illness can 
respond to confrontation. Another example is that most people find social support is 
very helpful especially those who offer tangible and emotional support. However, 
sometimes, social support may not be productive, if the individual is encouraged to 
cope with stress through an inappropriate use of drugs or in an unhealthy way. 
According to Lazarus & Folkman (1984), individual factors influence both stress 
appraisal and the coping response. Therefore, a coping strategy that is useful for one 
person may not be helpful for another. 
The application ofLazarus and Folkman，s Cognitive Model 
Lazarus and Folkam's cognitive appraisal, stress and coping model has been 
widely used in clinical practice, as it addresses the psychological and behavioural 
components of coping. The model has also been adapted to nursing by Benner and 
Wmbel (1989), who offered a phenomenological view of stress, coping; growth and 
development across the life span; health and health promotion; stress and coping 
related to chronic illness; and coping with caregiving itself. After having reviewed 
prior studies and models including mechanism ^ and positivism ,^ Benner and 
Wrubel (1989) concluded that a phenomenological perspective of the cognitive 
1 Mechanism : The view, based on physics and mathematics, that something can be broken down into 
components and understood by the analysis of separate elements. 
2 ,, 
Positivism : The view, believed that the same scientific methods used for the natural sciences could 
be applied to morals and the study ofhuman affairs. 
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theory more adequately captures the knowledge and notion of good embedded in 
expert nursing practice. This is because this model provides an adequate account of 
human possibility and experience of caring and being cared for. Benner and Wmbel 
also claimed that nurses can and do make a difference in how a person experiences 
illness because nurses are in the unique position of being able to understand both the 
disease experience and the meanings that the patient brings to that experience. As a 
result, nurses can establish a healing relationship by using many of the coping 
strategies identified by Lazarus and Folkman (1984) such as relaxation exercises, 
cognitive distraction and reappraisal etc. to help patients cope with their stressful 
situation. 
One ofthe major applications of Lazams and Folkman's cognitive appraisal, 
stress, and coping theory is to help patients cope with problems caused by changing 
health habits or illness through implementing patient education programs (Gongalez, 
Goeppinger and Lorig, 1990). Young (1994) tested the effects of pre-admission 
teaching brochures on using morning admission surgical patients, the performance 
of specific post-operative exercises based on the Cognitive Model of Lazarus and 
Folkman. The results show no significant difference between those who received 
the pre-operative teaching brochures and those who did not. Notwithstanding the 
‘negative，results this study showed how nurses could integrate Lazarus and 
Folkman's cognitive framework to the conceptualization of an individual's coping 
response through behaviors (e.g. exercise) to a stressful situation like surgery. It 
also enhances nurses' understanding of how individuals appraise their stressful 
situation and bolster their coping. 
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In another study describing the impact of racism on the cognitive appraisals 
of African Americans, Outlaw (1993) developed a model based on the Lazarus and 
Folkman's cognitive appraisal framework. The purpose of developing this model 
was to raise the consciousness of nurses regarding the ways racism may influence 
the cognitive appraisals of African Americans. This had implications for the 
development of new nursing knowledge in clinical practice, research and education. 
Nursing is often called upon to develop culturally sensitive approaches to caring for 
different groups of patients. Outlaw's study demonstrated how the Lazams and 
Folkman model could contribute to the development of culturally sensitive care. 
A study evaluating parental stress and coping reported by LaMontagne et.al 
(1995) used Lazarus and Folkman's cognitive model to help understand, assess and 
implement ways to reduce parental stress and bolster coping. In this study, 
LaMontagne et.al (1995), provide evidence to support Lazarus and Folkman's 
cognitive theory that, what may be a stressful situation for one parent of a child 
hospitalized for critical care, may not be stressful for another parent in the same 
situation. According to Lazarus and Folkman (1984) an individual's cognitive 
appraisal of stress and the use of specific coping is influenced by both person and 
situation factors. On the other hand, using Lazarus and Folkman's Cognitive Model 
as a conceptual framework to understand parental stress can help critical care nurses 
recognize their own roles and design appropriate coping interventions to reduce 
parental stress and bolster parental coping. This framework also illustrates how 
nurses can be good resources for parents by helping them reduce stress, activate 
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coping mechanisms, and regain self-confidence in caring for their critically ill child 
(LaMontagne, et.al., 1995). 
SUMMARY OF LITERATURE REVIEW 
It is clear that surgery causes people stress that may handicap them 
physically, psychologically and socially, and inhibit their post-operative recovery. 
Certain types of surgery like hysterectomy may exacerbate these effects because of 
its symbolism to a female's sense of womanhood. Evidence shows that 
interventions like information, education, psychosocial support and cognitive 
distraction and re-structuring, when given during the pre-operative period, improve 
surgical patients' post-operative outcomes. There is also some evidence to show 
that personality and cultural factors may influence patients' responses to these 
interventions. However the gaps in existing literature make a compelling case for 
further work in this area. These gaps include little information on the magnitude of 
the effects of specific interventions, little research on cognitive interventions, or 
studies of Chinese women having hysterectomies, nor studies that control for the 
effect of personality on post-operative outcomes. The present study was designed 
against this background. 
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AIM OF STUDY 
This aim of this study was to investigate the effect of information plus 
cognitive interventions given pre-operatively on post-operative outcomes of Chinese 
women having an abdominal hysterectomy. 
OBJECTIVES 
1. To measure the effects of Information and Information plus Cognitive 
Interventions on post-operative anxiety levels, pain scores, and analgesic 
requests in Chinese women having an abdominal hysterectomy. 
2. To measure the effects of Information and Information plus Cognitive 
Interventions on satisfaction with the care provided in Chinese women having an 
abdominal hysterectomy. 
3. To determine whether either Information or Information plus Cognitive 
Interventions is more effective for Chinese women having an abdominal 
hysterectomy. 
4. To investigate the effect of personality (Trait-Anxiety) on post-operative 
outcomes of Chinese women having an abdominal hysterectomy. 
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Null Hypotheses 
1. There will be no statistically significant differences in state-anxiety levels in 
Chinese women having an abdominal hysterectomy, who receive cognitive 
distraction & re-appraisal or written information only on the day of operation, 
post-operative day 1 and post-operative day 3. 
2. There will be no statistically significant differences in mean pain scores in 
Chinese women having an abdominal hysterectomy, who receive cognitive 
distraction & re-appraisal or written information only on the post-operative day, 
post-operative day 1 and post-operative day 2 
3. There will be no statistically significant differences in post-operative request for 
analgesics in Chinese women having an abdominal hysterectomy, who receive 
cognitive distraction & re-appraisal or written information only. 
4. There will be no statistically significant differences in post-operative 
satisfaction in Chinese women having an abdominal hysterectomy, who receive 
cognitive distraction & re-appraisal or written information only. 
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Chapter 2 : Method 
Design 
Using an experimental design the researcher randomly allocated 96 women 
having elective abdominal hysterectomy into two groups. The experimental group 
(n= 48) received a pre-operative information booklet plus cognitive interventions 
(cognitive distraction & cognitive re-appraisal). The control group (n = 48) received 
the information booklet without the cognitive interventions. The independent 
variable was the type of intervention (information with or without cognitive 
interventions). The dependent variables were patients' postoperative anxiety scores, 
analgesic use, pain reports, and patients' satisfaction level. Polit and Hungler (1999) 
argue that an experimental design represents the most powerful method for testing 
cause-and-effect relationships between variables such as those being tested in this 
study. Also, the random assignment to control and experimental groups helps 
reduce the effect of extraneous variables on the dependent variables that may 
threaten the internal validity of the study and, increases the chance that the sample is 
an unbiased, representative group. In addition, Chinese women having a 
Hysterectomy were selected in this study. This made the sample more homogenous 
than in other studies, as it involved persons of the same sex and similar race. 
Interventions 
The experimental intervention comprised of a detailed information booklet 
(see appendix 1) given to each patient. The information booklet is based on current 
hysterectomy literature, and the practice of the study hospital. The booklet 
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contained the following information. General perioperative care of patients, simple 
anatomy and physiology of the uterus, what a hysterectomy involves, the location of 
the incision, nursing and medical procedures before and after the operation, common 
misconceptions about post-operative outcomes and home care advice. The booklet 
also contained instructions on how to perform pre-operative and post-operative 
breathing & coughing and leg exercises. For the experimental group, patients 
received the same content of written information as the control group plus written 
instructions on how to apply the cognitive interventions. 
In order not to add one more independent variable or to introduce a 
confounding variable in the study, the time spent on giving pre-operative 
intervention to patient in both groups was limited at 25 minutes (excluding the time 
given to the patient to fill in the questionnaires). This was based on the experience 
gained in the pilot study in which 25 minutes was adequate enough for the research 
nurse to teach the patient using the cognitive coping strategy. In the control group, 
the research nurse spent the time mainly on discussing the information printed in the 
booklet. For the experimental group, patient was asked to read the information 
booklet after the interview. The research nurse spent the time mainly on teaching 
the patient using the cognitive coping strategy to modify her stress. 
Before conducting the study, there was a lot of discussion with the 
researcher's supervisor and a clinical psychologist concerning the content and the 
application ofthe cognitive interventions. Moreover, the clinical psychologist based 
in the study hospital was invited to give both the researcher and the research nurses a 
lecture. The content of the lecture included the explanation of rationales of the 
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cognitive interventions and the training for the application of these interventions. 
Besides, in order to minimise error during data collection and to validate the 
accuracy of the given intervention, much discussion, role play and rehearsal of the 
cognitive interventions among the researcher and the research nurses were organized 
before the study. In fact, the cognitive distraction and cognitive re-appraisal can be 
used with relative ease and after brief training and supervision. The rationales and 
the application of these strategies were clearly written down on the information 
booklet so it provided written back up material for the patients. The research nurses 
were also given written information that included a standard explanation of the study 
and details of the interventions. The researcher accompanied the research nurses 
during each intervention for the first three months to ensure that they gave accurate 
information to the patients in both groups. This protected the patients and 
minimized threats to the study's internal validity, from discrepancies in the 
interventions given by the research nurses. After the initial three months of the 
study through to the study's completion, the researcher conducted random checks to 
ensure that the research nurses sustained their competency and efficiency in carrying 
out the interventions. 
The cognitive interventions are based on the work of Lazarus and Folkman 
(1984) and comprised teaching each patient the coping techniques of cognitive 
distraction and re-appraisal. The patient in the experimental group was first taught 
how to direct her attention to more favorable aspects of her present situation 
whenever she anticipated or experienced discomfort (cognitive distraction) with the 
aim ofhelping distract her from the threatening aspects of the surgery. Each woman 
was then encouraged to re-evaluate the surgery from a threatening cognition to a 
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more challenging situation (cognitive re-appraisal) so that she could recognize that 
her irrational or illogical thinking and negative self-statement might precipitate 
emotional arousal and a negative response. This intervention helps the patient 
understand that the inability to initiate or sustain desirable coping behaviors is often 
due to irrational thinking or negative emotional responses. The patient was 
encouraged to express her feelings about the surgery and to write down anything that 
made her feel anxious on the left side of the table (see the last page of the 
information booklet in Appendix 1). Then the nurse worked with the patient to help 
her change her irrational statements or beliefs into more rational or helpful ones and 
write them on the right side of the table. The nurse also reminded the patient that 
whenever she anticipated emotional arousal, she could refer back to the positive 
statements that she had already written down. 
The information booklet was written in Chinese and simple wording (i.e. 
avoid the use of jargon and any ambiguous words) was used. The researcher 
circulated the first draft of the booklet to nursing officers and nurse specialists of 
both operating Theatre and Gynecology & Obstetrics Unit for comments. Four 
hysterectomy patients also proofread the booklets to comment on how well they 
understood the wording and content. Following comments from staff and patients, 
the researcher made minor revisions to the content and wording of the booklet. The 
researcher used an information booklet in this study because it is cost-effective and 
commonly used in research that tests the effect of pre-operative teaching on post-
operative outcomes (Devine, 1992). Evidence shows that pre-operative education 
booklets decrease teaching time and promote cost savings (Young & Humphrey, 
1985). Another advantage of using an information booklet is that when patients are 
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anxious or distressed, they absorb only a small amount of information, so the 
booklet provides written back up material that they can read at their leisure (Haslett, 
1996). 
The randomization process 
To minimize the Hawthome effect, and to prevent patients being aware that 
they were receiving pre-operative intervention in a different form (due to the 
likelihood that control and experimental patients would be in the ward at the same 
time), the selection of the interventions was done at random each month. An equal 
number of papers were marked either "Control" or "Experimental". There were 5 of 
each which represented the 10-month period over which the experiment was carried 
out. These papers were then folded and placed in a box. Every month, one paper 
was drawn out at random and the number of hysterectomy patients for that month 
was placed in the group written on the paper. For example, the 11 patients in March 
were "Experimental", the 8 patients in April were "Control" etc. (see Table 3). This 
was similar to the method used and shown to be effective by Callaghan et al. (1998) 
and is a necessary ethical compromise that minimally violates the randomization 
process of a Randomized Controlled Trial. 
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Table 3: Results of the randomization process used in the study 
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Total Patients 48 48 
Sample 
The researcher included women aged between 30 and 55 years, able to read 
Chinese and understand Cantonese, admitted for elective Abdominal Hysterectomy, 
resident in Hong Kong for a continuous period of not less than 5 years and willing to 
participate in the study. The researcher excluded women who had a major operation 
within the last 3 years, those with chronic health problems such as Diabetes or 
Cardiovascular disease, those with a history of psychiatric disorders and those 
having the operation for a malignant condition. 
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Two issues guided the researcher's sampling. The first issue was having a 
sample size with sufficient statistical power to minimize the risk of a Type II error 
(falsely accepting the null hypotheses) at a 5% significance level. The researcher 
predicted a medium effect size in differences of postoperative outcomes between 
control and experimental groups, following Devine's (1992) meta-analysis of similar 
studies and Callaghan et al，s (1998) local study. To detect a medium effect size of 
differences in postoperative outcomes between control and experimental groups at a 
5% significance level (p < 0.05) and a power of 0.80, 64 subjects in each group are 
normally required (Cohen, 1992). However, Devine's (1992) meta-analysis and 
Callaghan et al's (1998) study showed that a total sample size of 30 would generate 
a medium effect size at the 5% significance level with a power of 0.80. Therefore, 
the researcher aimed to recruit a total sample size of between 30 and 128 during the 
data collection period (9 months). The researcher did not allow for attrition because 
similar previous studies (Devine, 1992; Callaghan et al., 1998) and the pilot study, 
suggested that attrition would not be a problem. The researcher limited the data 
collection to 9 months for several reasons. With reference to the last 4 years of 
records for the hospital used in this study, the average number of patients admitted 
for abdominal hysterectomy each year is around 180. In order to secure 128 eligible 
subjects at least one year of time is needed. However, it was not feasible to secure 
such a large sample size of eligible patients in the study hospital due to the limited 
time. However, it is inadvisable to have data collection over a long period of time 
for an experimental study, especially in a hospital setting, because it is difficult to 
control the extraneous variable, which may threaten the internal validity of the 
study. This is known as "Maturation" (Polit & Hungler, 1999). In this study, an 
extraneous variable could be the improvement of surgical or anaesthesia techniques 
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through time and this could affect the patient's post-operative outcomes. Therefore, 
the researcher collected data for 9 months, recruiting 96 patients. The researcher 
excluded 32 patients: 16 had cancer, 9 were aged less than 30 or older than 55, 4 
were unable to read Chinese or speak Cantonese, and 3 had Diabetes or 
Hypertension. Seven patients refused to participate and 5 withdrew during the study. 
The sample characteristics are shown in table 4. 
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Table 4 Demographic Characteristics of the Study Participants (n=96) 
Frequency (n = 96) % of Sample 
Age (yrs) 
30 - 34 14 15% 
35 - 39 22 23% 
40-44 30 31% 
45 -49 16 16% 
50 - 55 14 15% 
No. of Children 
No child 17 18% 
One child 20 21% 
Two children 32 33% 
Three children 17 18% 
More than three children 10 10% 
Diagnosis 
Fibroid 52 54% 
Ovarian Cyst 16 17% 
Menorrhagia 15 16% 
Endometriosis 8 8% 
Chronic P.I.D. 5 5% 
Education Background 
Primary 18 19% 
Lower Secondary 31 32% 
Upper Secondary 30 31% 
Post Secondary 10 11 % 
Tertiary Education 7 7% 
Employment Status 
Part-time employed 18 19% 
Unemployed 8 9% 
Full-time employed 32 33% 
Unpaid house work 37 39% 
Marital Status 
Single 12 13% 
Married 73 76% 
Divorced 7 7% 
Widowed 4 40/0 
Operation Performed 
T.A.H. 29 30% 
T.A.H.B.S.0 67 70% 
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The age of the participants ranged from 30 to 55 years old with a mean age 
of 41.72 years (S.D. = 6.27). Most of the participants were married (87%) and 82% 
had at least one child. Thirty-two percent of the participants had completed lower 
secondary education and 31% had completed upper secondary education. More than 
half (54%) the participants had a hysterectomy because of Uterine Fibroids. Of the 
96 participants, 29 (30%) of them were admitted for a Total Abdominal 
Hysterectomy (T.A.H.) and 67 (70%) were admitted for a Total Abdominal 
Hysterectomy plus Bilateral Salpingo-oophorectomy (T.A.H.B.S.O.) 
Instruments 
The Chinese State-Trait Anxiety Inventory (C-STAI) 
The C--STAI is a Chinese version of the State-Trait Anxiety Inventory 
developed by Spielberger, Gorsuch and Lushene (1970). Developed by Tsoi, Ho 
and Mak (1986) the C-STAI has two self-report scales designed to measure two 
distinct constructs: a transitory, fluctuating emotional state (A-State) and a relatively 
stable disposition to be anxious (A-Trait). Each construct consists of 20 short 
affirmative statements. In the A-State scale patients indicate ‘how they feel at that 
moment，on a 4 point scale of increasing intensity from 'not at all，to 'very much so, 
scored 1-4 accordingly. The A-Trait scale requests patients to indicate ‘how they 
generally feel’ on a 4 point intensity scale from ‘almost never, to ‘almost always’ 
scored 1-4 accordingly. Possible scores for each scale range from 20 (indicating 
positive feelings, i.e. not anxious), to 80 (reflecting feelings of apprehension and 
fearfulness, i.e. high anxiety). Internal consistency for the C--STAI is 0.90 and 0.81 
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for A-State and A-Trait respectively (Shek, 1993). The C-STAI also significantly 
correlates with other measures of psychological well being and thus has concurrent 
validity (Shek, 1993). 
Visual Analogue Scale (VASJ 
The researcher used the visual analogue scale (VAS) to measure the patients' 
post-operative pain. The VAS consists of a horizontal 10 cm line on a piece of 
paper having descriptive words such as “no pain" at one end and "worst pain" at the 
other end (Fig.l). There is also a movable indicator, which permits patients to show 
their pain level from 0 (no pain) to 10 (the worst pain). 
The VAS is one of the most widely used pain measurement tools (Kruger, 
1996) because it is easy to administer, simple for the patient to understand, and is a 
valid method for measuring subjective feelings. There are many advantages to using 
such a self-report device. It is argued that this technique allows a more complex 
statistical analysis on the data collected, providing interval level data (Gift, 1989). 
Besides, VAS can be used for repeated measures. Because rating scales are so easy 
and quick to use, subjects can rate their pain frequently. Repeated ratings reveal 
how the patients' pain changes over time. Also, the VAS can be used with very sick 
patients, or patients during the early post-operative period. This is because the VAS 
allows the patient to give a number from 0 to 10, hold up from 0 to 10 fingers, or 
nod their head to indicate their pain level at the appropriate point as someone runs a 
pencil along the VAS. Several studies have reported the VAS as a sensitive measure 
of pain and change in pain (Gift, 1989, Briggs, 1995, and Kruger, 1996). Reliability 
of the VAS has been demonstrated using a variety of techniques. Using the test-
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retest methods, subjects have been shown to be able to reliably repeat measures of 
subjective sensations (Revill et al., 1976, Vogelsang, 1988, and Price et. al., 1994). 
For example, in Vogelsang's study, high test-retest reliability ofthe VAS was found 
(r = 0.95). Validity has been established for the VAS using a variety of techniques, 
the most common is the concurrent validity. The VAS has also been shown to be 
valid when used concurrently with McGill Pain Questionnaires Scores which is a 
well-established measure of pain (Gift, 1989). 
• • © ® ® 
0 1 2 3 4 5 6 7 8 9 10 
No pain Moderate pain Worst pain 
Fig. 1 Non-verbal 10-point level Visual Analogue Scale (VAS) 
Patients, Satisfaction Questionnaire (PSQ) 
To measure patients' satisfaction with the pre-operative interventions given 
and to compare the ratings of the control group and experimental groups, the 
researcher developed the Patients' Satisfaction Questionnaire (PSQ) based on the 
literature of Forbes & Brown (1995). The PSQ is a scale measuring the patients， 
perceptions and opinions of the interventions received which covered the adequacy, 
relevancy, understanding, and use of pre-operative information and skills in 
promoting their coping strategies post-operatively. The researcher translated the 
PSQ into Chinese before the study commenced. Two nurse specialists working in 
the Operating Theatre and the Obstetrics & Gynaecology Unit assessed content 
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validity. Following their comments the researcher made minor revisions to the 
wording of the questionnaire and amended the number of items to 14 to reflect 
patients' perception of the care, treatment and procedure. The PSQ uses a 4-point 
Likert-type intensity rating scale to measure patients' satisfaction from “strongly 
agree" to "strongly disagree", scored 1 — 4 accordingly and summed. A high score 
indicates a high level of satisfaction with the intervention given; a low score reflects 
a low level of satisfaction. Total PSQ scores may range from 14 to 56. Following 
the Spearman-Brown prophecy formula (Kline, 1994 Polit & Hungler, 1999), the 
PSQ had a Cronbach's alpha of0.91. 
Patients，Drug Record 
The researcher recorded the patients' total analgesic consumption during the 
first 3 post-operative days from the patient's drug charts. Prescription and 
administration of analgesia to patients was standardized to “as requested" instead of 
"regular" administration because of the nature and outcome of the surgery and to 
assist the study. However, the research nurses and the ward nurses monitored the 
patients closely to ensure that no one appeared to be in severe pain and to note those 
who were reluctant to ask for pain relief. 
Demographic data 
The research nurses collected data on the patients' age, number of children, 





Research raises ethical issues that the researcher needs to address before he / 
she collects data (Polit & Hungler, 1999). The ethical issues encountered in this 
study were guided by four basic principles: the principle of beneficence, the 
principle of respect for human dignity, the principle of justice and of Informed 
Consent. To ensure he upheld the principle of beneficence the researcher ensured 
the patients were not harmed by participating in the study. He did this by being 
trained and supervised in the use of the interventions by a clinical psychologist and 
by his research supervisor also a psychologist, and by training, supervising and 
monitoring the research nurses' performance. The patients were given a detailed 
explanation of the study that included an explanation of benefits and potential risks 
by way of preparing them for their participation, thus ensuring that they were not 
exploited. The research and ward nurses monitored the patients' postoperative 
behaviour for signs of severe pain. The research nurses gave each patient an 
information sheet (see Appendix 2) and took them through this sheet before asking 
them to sign, indicating their consent to participate when they acknowledged they 
understood the given information. The patients were told that they were under no 
obligation to participate and could withdraw with impunity at any time during the 
study. This ensured justice was served, as did ensuring patients privacy when they 
were having the intervention, and maintaining confidential and anonymous records 
of data collected. The randomization procedure described above also protected the 
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patients from harm. The Clinical Research Ethics Committee of the Chinese 
University of Hong Kong and the study hospital ethics committee granted ethical 
approval (see Appendixes 3 & 4). The hospital chief executive granted access to the 
study site. These procedures helped ensure the ethical rigor of the study. 
To facilitate the research study and to get permission to access the ward for 
data collection, there was a lot of discussion with the Department Operation 
Managers and Nurse Specialists of both departments. Eventually, this research, 
which aligns theatre and ward nurses to promote seamless and holistic care for 
patients having an Abdominal Hysterectomy, became part of the hospital's 
Continuous Quality Improvement (CQI) initiative. 
Pilot study 
The researcher conducted a pilot study with four patients to assess the 
research tools and to ensure that the method of data collection was workable and 
acceptable to patients and staff. The pilot study also helped to test the research 
procedures and to determine the feasibility of the study. Following the pilot study 
the researcher made a minor change concerning the time of data collection so as to 
minimize interference with the general activities ofthe ward. 
The main study 
The procedure ofthe main study is shown in table 5. After randomization, 
the research nurses explained the nature of the study and invited eligible patients to 
participate by signing a written consent form. The research nurses collected baseline 
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data (C-STAI, and demographics) the day before surgery. Shortly after, the patients 
had their intervention, which was given by the research nurses. The types of 
intervention given depended on which group they were allocated to, after 
randomization. Immediately before the operation A-state anxiety was again 
assessed. On the post-operative Day 1, the research nurses collected A-State anxiety 
levels and mean pain levels from the VAS scores assessed from the day of operation 
and postoperative Day 1. On the post-operative Day 3, the research nurses assessed 





































































































































































































































































































































































































































































































































































Chapter 3 : Results 
The researcher analyzed the data using SPSS - the Statistical Package for the 
Social Sciences. In the first stage of the data analysis the researcher computed the 
Cronbach's alpha of the C-STAI and the PSQ. These results, which are shown in 
table 6, reveal an alpha for the PSQ of 0.82. The alphas for the C-STAI at different 
stages of data collection range from 0.89-0.93 (median alpha = 0.90). The alphas for 
the C-STAI and the PSQ are well above the minimum for acceptable levels of 
internal consistency by Kline's (1998) estimates. 
In the next stage of the data analysis the researcher assessed the homogeneity 
of the experimental and control groups by using the Chi-square test to investigate 
whether the demographic characteristics contained the same proportion of values in 
each group. These results, which are shown in table 7, reveal that there were no 
statistically significant differences in age group [%^  (4, N= 96) = 0.977, p > 0.05 ], 
number of children [x^ (4, N= 96) = 0.912, p > 0.05], diagnosis [x^ (4, N = 96)= 
0.854, p > 0.05 ], educational background [x^ (4, N= 96) = 0.915, p > 0.05 ], 
employment status [j^ (3, N = 96) = 0.732, p > 0.05 ], marital status [y^ (3, N = 96) 
=0.685, p > 0.05 ] and type ofoperation [x^ ( l ,N = 96) = 0.824, p > 0.05 ], between 
the experimental and control groups. These results suggest that there was 
homogeneity of variance between the experimental and control groups. 
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Table 6 : Cronbach's Alpha ofChinese State-Trait Anxiety 
Inventory and Patients，Satisfactory Questionnaire 
Scale Time No. ofItems Alpha 
Trait-Anxiety Inventory Admission Day 20 0.94 
State-Anxiety Inventory 
Admission Day 20 0.93 
Operative Day 20 0.89 
Post-operative Day 1 20 0.90 
Post-operative Day 3 20 0.90 
Patients' Satisfactory Upon Discharge 14 0.82 
Questionnaire 
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Table 7: Results of Chl-square analyses comparing demographic characteristics of between 
experimental and control groups 
Experimental Group Control Group Chi-Square 
QV=48) QV = 48) Sig. 
*Age O r^s) 0.977 
3 0 - 3 4 8 6 
3 5 - 3 9 10 12 
4 0 - 4 4 15 15 
4 5 - 4 9 8 8 
5 0 - 5 5 7 7 
No. of Children 0.912 
No Child 8 9 
One Child 10 10 
Two Children 16 16 
Three Children 10 7 
More than three Children 4 10 
Diagnosis 0.854 
Fibroid 25 21 
Ovarian 10 6 
Menorrhagia 7 8 
Endometriosis 4 4 
Chronic P.LD. 2 3 
Education Background 0.915 
Primary 9 9 
Lower Secondary 17 14 
Upper Secondary 13 17 
Post-Secondary 5 5 
Tertiary Education 4 3 
Employment Status 0.732 
Part-time employed 9 9 
Unemployed 5 4 
Full-time employed 18 14 
Unpaid house work 16 21 
Marital Status 0.685 
Single 5 7 
Married 37 36 
Divorced 3 4 
Widowed 3 1 
Operation Performed 0.824 
T.A.H. 15 14 
T.A.H.B.S.O. 33 34 
None ofthe above results were statisticaUy significant at P < 0.05 
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To test null hypotheses 1 - 4 the researcher used independent sample 
(unrelated) t tests. Parametric tests require the sample to be homogeneous and the 
level of measurement of the outcome measures to be at least interval (Polit & 
Hungler, 1999). The research community has debated at length the accuracy of 
using parametric tests when the level of measurement is ordinal (e.g. PSQ and C-
STAI scores). This debate is unresolved. Fife-Schaw (1995) summarizes the debate 
and proposes that researchers use both types of tests. If the results are similar, 
researchers can report the parametric results. If the results differ, researchers should 
report the non-parametric results. The researcher used the Mann-Whitney U and 
unrelated t tests to test null hypotheses 1 - 4. The results were similar, so the t test 
results are reported (see Table 8 & Table 9). There were no statistically significant 
differences between the control and experimental group on baseline state anxiety 
scores (t = 0.590, p > 0.05) and trait anxiety scores (t = 0.550, p > 0.05). 
The effect of information plus cognitive interventions on patients' anxiety scores 
The experimental group had statistically significantly lower anxiety scores 
immediately before surgery (t = 2.06, 95% CI difference = 2.60 [0.51-4.70], 5 = 
0.42, p < 0.05)，on postoperative day 1 (t = 2.07, 95% CI difference = 2.81 [0.56-
5.07], 5 = 0.42, p < 0.05) and on postoperative day 3 (t = 2.39, 95% CI difference = 
3.29 [0.92-5.66], 5 = 0.47, p < 0.05), than the control group. The effect sizes are 
medium by Cohen's (1992) estimates and the confidence intervals are sufficiently 
narrow to suggest with 95% confidence that the observed t differences reflect the 
true differences (Grimm, 1993). Null hypothesis 1 is thus rejected. 
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The effect of information plus cognitive interventions on patients'pain scores 
The experimental group had statistically significantly lower pain scores on 
postoperative day 1 (t = 1.890, 95% CI difference = 0.25 [0.03-0.47], 5 = 0.39, p < 
0.05), postoperative day 2 (t = 1.918, 95% CI difference = 0.27 [0.04-0.51], 5 = 
0.39, p < 0.05) and postoperative day 3 (t = 2.115, 95% CI difference = 0.29 [0.07-
0.52], 6 = 0.43, p < 0.05), than the control group. The effect sizes are close to 
medium by Cohen's (1992) estimates and the confidence intervals are sufficiently 
narrow to suggest with 95% confidence that the observed t differences reflect the 
true differences (Grimm, 1993). Null hypothesis 2 is thus rejected. 
The effect of information plus cognitive interventions on patients ‘ satisfaction 
The experimental group had statistically significantly higher PSQ scores (t = 
-2.147, 95% CI difference = -1.63 [-2.88 - -0.37], 8 = 0.44, p < 0.05) than the 
control group. The effect size is approximately medium by Cohen's (1992) estimate 
and the confidence interval is sufficiently narrow to suggest with 95% confidence 
that the observed t difference reflects the true difference (Grimm, 1993). Null 
hypothesis 4 is thus rejected. 
The effect ofinformation plus cognitive interventions on patients' analgesic use 
There were no statistically significant differences between the experimental 
and control groups in analgesic use at postoperative day 1 (t = 1.346, 95% CI 
difference = 0.13 [-0.10- 0.36], 5 = 0.29, p > 0.05) and postoperative day 2 & day 3 
(t 二 0.550, 95% CI difference = 0.13 [-0.25-0.50], § = O.U, p > 0.05). The effect 
sizes are small by Cohen's (1992) estimate. Because the value ofO lies between the 
confidence intervals this value may be that the true mean difference (Grimm, 1993). 




















































































































































































































































































































































































































































































































































































































































































































































































































































































































The effect of personality on postoperative anxiety scores 
Evidence shows that post operative anxiety levels may be influenced by 
personality factors like an anxious disposition (Mathews & Ridgeway, 1981, 
Auerbach, et al., 1983). To test this assumption the researcher used Analysis of 
Covariance (ANCOVA) by comparing differences in postoperative anxiety between 
the experimental and control groups by controlling for the effect of trait anxiety (see 
Table 10). Multiple Classification Analysis (MCA) was used simultaneously with 
ANCOVA as this helps adjust the mean values of the dependent variable by group 
after adjusting for covariates, thus allowing the researcher to observe group 
differences on outcomes that is net of the effect of the covariate (Polit & Hungler, 
1999). The results showed that the experimental group reported statistically 
significantly lower postoperative state anxiety scores even when controlling for trait 
anxiety immediately before surgery (F 2, 93) 二 36.05, 5 = 0.48, p < 0.001), on 
postoperative day 1 (F (2, 93) = 83.65, § = 0.50, p < 0.001) and postoperative day 3 
(F (2, 93) = 281.01, 5 = 0.57, p < 0.001)than the control group. The effect sizes are 
medium by Cohen's (1992) estimates and the confidence intervals are sufficiently 
narrow to suggest with 95% confidence that the observed t differences reflect the 









































































































































































































































































































































































































































Within group changes in anxiety and pain scores from admission to postoperative 
day3 
The researcher compared changes in anxiety and pain scores between 
admission and postoperative day 3 within the experimental and control groups using 
the paired t test, and these results are shown in tables 11 and 12. The experimental 
group had statistically significantly bigger changes in state anxiety between 
admission and postoperative day 1 (t = 4.684, 95% CI difference = 3.92 [2.23-5.60] 
p < 0.01), between postoperative day 1 and day 3 (t = 14.932, 95% CI difference = 
8.02 [6.94-9.10], p < 0.01) and between admission and postoperative day 3 (t = 
13.310, 95% CI difference = 11.94 [10.13- 13.74], p < 0.01) than the control group. 
The experimental group had statistically significantly bigger changes in pain scores 
between postoperative day 1 and day 2 (t = 15.360, 95% CI difference = 1.63 [1.41-
1.81], p < 0.01), postoperative day 2 and day 3 (t = 19.645, 95% CI difference = 
1.73 [1.55-1.91], p < 0.01) and postoperative day 1 and day 3 (t = 30.672, 95% CI 
difference = 3.35 [3.13-3.57], p < 0.01), than the control group. The confidence 
intervals are sufficiently narrow to suggest with 95% confidence that the observed t 






























































































































































































































































































































































































































































































































































































































































































































































































Chapter 4 : Discussion 
The aim of this study was to investigate the effect of information plus 
cognitive interventions given pre-operatively on the post-operative outcomes of 
Chinese women having a hysterectomy. The researcher was interested to investigate 
the magnitude of the effect of the interventions as well testing whether interventions 
had a statistically significant effect. The researcher was also interested to investigate 
whether personality (Trait anxiety) influenced women's post-operative outcomes. In 
this discussion the researcher will examine the characteristics of this study and 
discuss how it compares with previous studies, thus highlighting the originality of 
the present study. The researcher will then examine the effect of the sample size on 
the power of the study, explain the findings, compare the findings with previous 
research on the topic, examine the significance as well as the limitations of the 
study, discuss the implications of the study for nursing, make recommendations 
based on the findings and draw conclusions about the study. 
Study Characteristics 
The characteristics of this study are more favorable when compared with 
most studies reported in the systematic review by Devine (1992). Of the 191 studies 
included in Devine,s review, none of the studies investigated the effects of pre-
operative psycho-educational care on patients having an abdominal hysterectomy 
despite evidence showing that hysterectomy patients reported more psychological 
distress than patients having other abdominal surgeries. Also, only one (Callagahn 
et al., 1998) of the previously published studies sampled Chinese populations, but 
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not women having a hysterectomy. The sample in the study being reported is more 
homogeneous than many of the previous studies reviewed by Devine (1992) arising 
largely from the probability sampling. The researcher has added originality to the 
literature in this field by reporting effect sizes and associated confidence intervals, as 
well as statistical significance levels. These data are seldom reported in research of 
this type despite its importance to evidence-based care and the overall quality of 
quantitative research reporting. The Center for Reviews and Dissemination at the 
University of York in the UK (Center for Reviews and Dissemination, 1996) rate the 
quality of studies in terms of their potential importance to evidence-based care. This 
study is in category II-la — a well designed controlled trial with pseudo-
randomization —the second highest category. Seven women refused to participate in 
the study, five women dropped out during the study. This represents a 
refusal/attrition rate of 11 %. This rate is similar to the expected refusal/attrition rate 
of 10% that McWhinney et al. (1994) suggest, but higher than the mean rate (7%) 
determined from many previous studies (e.g. Hawkins & Price, 1993, Callaghan et 
aL, 1998). The slighter higher refusal rate could be attributed to emphasizing each 
woman's right to refuse and also by the fact that the sample included women 
educated to degree level. Some evidence suggests a link between education level 
and socioeconomic status and likelihood of engaging with health services (Carmody, 
1997). The five women who withdrew during the study felt uncomfortable with the 
demands placed upon them by participating in the research. 
The effect of the sample size on the power of the study 
Polit & Sherman (1990) point out that many nurse researchers are conducting 
under-powered investigations which have resulted in statistically accepting a high 
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risk of Type II error (wrongly accepting a false null hypothesis). This problem has 
not only appeared in nursing research, but also in many medical (Williamson et al., 
1986) and psychology (Clarke-Carter, 1997) studies. Low statistical power results 
in non-significant findings in many research studies when the null hypotheses are, in 
fact, false. Therefore, in order to attain adequate power, various techniques, other 
than increasing the sample size, were used to enhance the sensitivity of the research 
design in this study. This included ensuring that the treatment and control groups 
were basically different, using reliable and valid measures and appropriate timing in 
administering the measures. Additionally the researcher increased statistical power 
by using one-tailed directional tests rather than two-tailed non-directional ones. 
Moreover, extraneous variables in the study had a statistically irrelevant association 
with the dependent variable and that can confound the testing of the research 
hypothesis (Polit & Hungler, 1999). Therefore, various methods of controlling 
extraneous variables were used to determine the true nature of the relationship 
between the independent and dependent variables in this study, randomization, 
homogeneity and statistical control. 
Randomization 
According to Polit & Hungler (1999), randomization is the most effective 
method of controlling individual extraneous variables. In this study, Chinese 
women admitted for an abdominal hysterectomy were randomly allocated to the 
experimental and the control groups. Through the random assignment of subjects to 
groups, all possible extraneous variables can be effectively controlled. However, the 
concessions the researcher made to ethical issues in the randomization procedure 
(see above) reduced the degree of control a little. 
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Homogeneity 
Since the purpose of this study was to investigate the effects of pre-operative 
psychological interventions on post-operative outcomes of Chinese women having 
an abdominal hysterectomy, the researcher used only female subjects, undergoing 
similar surgical procedures. Moreover, a series of chi-square analyses of patients' 
demographic characteristics were run on the experimental group versus the control 
group. None of these results were statistically significant and thus the homogeneity 
of the sample was determined. According to Polit & Hungler (1999), homogeneous 
sampling deliberately reduces variation that could affect the outcome of the study, 
and permits a more focused inquiry. 
Statistical Control 
Although randomization and homogeneous sampling techniques were used 
in this study, it is still difficult to control all the extraneous variables especially for 
the initial differences of individual characteristics. This is because, in real-life 
settings, even when subjects are randomly assigned to different groups, there are still 
slight differences between groups. Therefore, Analysis of Covariance (ANCOVA) 
was used in this study to control extraneous variables by means of statistical control. 
Since ANCOVA can adjust for initial differences, the final analysis will reflect more 
precisely the effect of an experimental intervention. According to Beck (1994), 
ANCOVA is another statistical method that produces considerable advantage in 
relation to statistical power. Polit and Hungler (1999) also point out that when 
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ANCOVA is used instead of t-tests or ANOVA, the sample size requirements are 
smaller because of reduced error variance. 
After enhancing the sensitivity of the research design and controlling the 
extraneous variables that may have threatened the internal validity of the study, the 
power of the study is acceptable, given that the power recommended in research of 
this nature is 0.80 (Cohen, 1992). The power of 0.75 to 0.79 was detected for the 
state-anxiety scores at different periods. For the mean pain scores, a power of 0.60 
to 0.68 was detected and power of 0.69 was detected for the patients' satisfaction 
scores. Therefore, this study can achieve such a level of power with a sample of 96 
may be attributed to the other aspects of the research design. The issue of statistical 
power is relevant only to the likelihood of falsely accepting the null hypothesis, a 
type 2 error. In this study information plus cognitive interventions was better than 
information alone on all outcomes except the patients' analgesic use. That there was 
no statistically significant difference in patients�analgesic use between experimental 
and control conditions may be a type 2 error as the statistical power of these findings 
was 0.14 according to results generated from PASS 6.0 (Hintz, 1996). PASS 6.0 is a 
software package that allows researchers to test the power of research studies. 
Therefore, it may be that there is a significant relationship between type of 
intervention and patients�postoperative analgesic use but 96 patients may be an 
insufficient number to detect the relationship. 
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The Effect of Pre-operative Psychological Interventions on Post-operative 
outcomes of Chinese Women having a Hysterectomy: Comparison of results with 
previous studies 
Effect of the interventions on State-Anxiety 
Table 13 shows the patients' anxiety scores in the two groups at different 
times. On admission, before any intervention patients in the group receiving 
information plus cognitive interventions reported a slightly higher level of state-
anxiety than patients who received written information only. The mean difference is 
only 0.94 which is not statistically significant (P > 0.05). 
Following admission to hospital, the state-anxiety scores of patients in the 
two groups increased to their highest levels on the day of operation. This finding is 
similar to the results of Beddows' (1997) study. The increase of psychological 
symptoms may be attributed to the highest level of anxiety at that moment. Since 
surgery is an anxiety-provoking and stressful life experience, common emotional 
reactions like worries, fears and uncertainties were mostly reported shortly before it. 
This explains why the highest anxiety scores were reported on the day of operation, 
as this measure was carried out in the induction room of the operating theatre, just 
before the operation. However, the state-anxiety scores of the patients receiving 
written information only, increased to a greater level than those patients receiving 
information plus cognitive interventions. The mean difference between the two 
groups is 2.6 which was statistically significant (P < 0.05). 
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Table 13 also shows that there is a reduction in state-anxiety scores towards 
the post-operative period. Within group analyses (t-test) as shown in Table 11, 
reveals a statistically significantly decreased level of state-anxiety towards the post-
operative period, irrespective of the type of intervention given. This finding is 
consistent with the results of Ridgeway & Mathews (1982) and Young & Hamphrey 
(1985). This is understandable, as the patients had already gone through the surgery 
and no physical danger was encountered, their worries and anxiety were thus 
lessened. However, in this study, the mean state-anxiety scores reported by the 
patients receiving information plus cognitive interventions are statistically 
significantly lower than those of the patients receiving written information only (P < 
0.05) over the periods of post-operative day 1 and post-operative day 3. These 
findings support the hypothesis that patients receiving information plus cognitive 
interventions will report less state-anxiety scores on the day of operation, post-
operative day 1 and post-operative day 3. 
Effect of the interventions on Post-operative Pain scores 
Table 14 shows the post-operative mean pain scores for both groups over a 
period of time. There is an obvious reduction in mean pain scores in both groups 
towards their recovery period. Within-group analyses shown in Table 12 reveal 
statistically significantly (P < 0.01) decreased mean pain scores towards the post-
operative period, irrespective of the type of intervention given. These results are 
similar to previous studies (Martin 1996, Devine 1992). However, results in the 
independent t-test reveal that patients receiving information plus cognitive 
interventions reported statistically significantly (P < 0.05) less pain than those 
patients receiving written information only on the day of operation, post-operative 
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day 1 and post-operative day 2. This fmding contradicts the results of Ridgeway & 
Mathews (1982), Pickett and Clum (1982) and Martin (1996) in which there were no 
statistically significant differences found between groups in self-reported pain over 
the post-operative periods. Pickett and Clum's study (1982) investigated the effects 
of cognitive distraction on patients' post-operative pain. However it is curious that 
the pain assessment in their study was started five days after the operation when the 
most severe pain had probably subsided, a likely explanation for the conflicting 
findings. 
Effect of the interventions on Analgesia use 
Table 15 compares the amount of analgesic used by the patients in both 
groups post-operatively. Although patients receiving information plus cognitive 
interventions requested fewer intra-muscular and oral analgesia than those receiving 
written information only, the results were not statistically significant (P > 0.05). The 
finding is similar to previous studies (Ridgeway & Mathews 1982, Wallace 1984, 
Hawkins & Price. Callaghan, et al., 1998). The power analysis for this result was 
relatively low (0.14), indicating a high chance of committing a type II error. In 
other words, this indicates that the result may be false. However, when one 
considers the confidence intervals for these results they may be truer than indicated. 
For example, the confidence intervals of the differences between the experimental 
and control groups' analgesic use at postoperative days 1-3 suggests a 95% level of 
confidence that no true differences exist as 0 lies within the range of likely true 
scores. Hayward (1975) suggested that the relationship between type of intervention 
and analgesic consumption might have been affected by the limited size of the 
sample. Therefore, it would be interesting to see if further studies using larger 
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samples found a significant relationship between psycho-educational interventions 
and patients�post-operative analgesic use. There may be several other reasons for 
this non-significant finding. One possible explanation is the responsiveness of 
physiological outcomes to a psychological intervention. The results in this study 
show that the intervention cognitive distraction & re-appraisal has a better effect on 
the psychological outcomes, such as anxiety levels. Whilst the outcome measures of 
analgesics requested by patients may be less responsive to the psychological 
interventions. Another possible reason is that, as the patients in both groups were 
told that they would have wound pain post-operatively, they were encouraged to ask 
for analgesia. The minimal side effect of the drugs was also explained. Therefore, 
requesting analgesia may be the routine practice for most people during their 
recovery, irrespective of their pain level. Lastly, in order to preempt the arrival of 
the pain threshold, some patients may request analgesia for prophylaxis especially if 
the ward is busies and patients' request for analgesia is not met immediately. All 
these factors may contribute to this non-statistically significant finding. 
Effects of the interventions on patients，satisfaction scores 
The patients receiving information plus cognitive interventions reported a 
significantly higher level of post-operative satisfaction than those patients receiving 
written information only. The results in this study generally support previous 
studies that show similar effects on patients' satisfaction scores (Davis 1988, 
Lookinland & Pool 1998, Callaghan et al., 1998). However, the present findings 
contradict Hawkins & Price's (1993) results, in which the subjects were not asked to 
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rate satisfaction with the information provided, only with the overall treatment. This 
may explain their non-significant findings. 
THEORETICAL FRAMEWORK 
Although this study did not directly test the Lazarus and Folkman model, the 
empirical findings provide some theoretical insights related to the model. Having a 
hysterectomy invokes stress as it may cause women to perceive (appraise) that it will 
have a negative impact on their sense of femininity and womanhood. Stress 
perceptions may manifest stressful behaviour or experiences that may be detected by 
reliable and valid measures. Interventions such as cognitive distraction and re-
appraisal have been shown in this study to help women cope with the stresses caused 
by having a hysterectomy, and by their perception of the impact of this on their life. 
The researcher did not investigate how the patients' Coping styles influence their 
postoperative outcomes. However, the findings in this study show that personality 
did not significantly affect the patients�postoperative outcomes. If one argues that 
Coping style is a personality trait, it seems unlikely that formally assessing Coping 
style would have made a difference to the results of this study. The results of this 
study therefore provide some evidence in support of the Lazarus and Folkman 
model. 
NURSING IMPLICATIONS OF THE RESULTS 
One of the nursing missions adopted by the Hong Kong Hospital Authority is 
the provision of patient-focused quality care in a seamless health care system. 
Regrettably, fragmentation of care is often common practice for patients undergoing 
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surgery. This is because when a patient is admitted for surgery, she / he needs 
physical transfer through several different nursing areas, meets different medical 
personnel and receives care by different team of nurses. As a result, nursing care, as 
well as pre-operative psychological intervention to patients, may be fragmented and 
ineffective. Stone (1983) pointed out that fragmentation of care contributes to the 
high levels of anxiety experienced by patients undergoing surgery. In order to 
provide holistic and continuous nursing care for surgical patients, a pre-operative 
psycho-educational program implemented by theatre nurses that uses information 
plus cognitive interventions is likely to improve most post-operative outcomes in 
patients. Through co-operation with ward staff, theatre nurses can do much to 
reduce the fragmentation of care by visiting the patients pre-operatively in the ward, 
meeting her in the anaesthetic room and recovery room, and then seeing her again in 
the ward after the operation. The results of this study find that cognitive coping 
strategies can benefit patients. These interventions can be quickly learned by nurses 
and take little effort to use. Devine (1992) also states that about one hour of staff 
nurse per hospitalisation plus a booklet or audio visual materials can be sufficient to 
provide fairly comprehensive pre-operative psycho-educational care. Therefore, it is 
anticipated that the information derived from this study will be used to inform the 
Hospital Authority that, if the entire hospital organisation is committed to giving a 
quality service, then pre-operative visiting is one way for theatre nurses to meet this 
objective. It also enables theatre nurses to realise their full potential and to foster 
individualised continuous care for patients. It also promotes the nurse's 
accountability and responsibility for patients. In addition, the findings will not only 
help the nurse develop effective and efficient perioperative psychological care, but 
will also facilitate the development of more autonomy in the advancement of 
A70 
nursing practices. 
Although many previous studies have investigated the effects of pre-
operative interventions on post-operative outcomes, few studies have investigated 
the effects of psychological interventions on patients having an abdominal 
hysterectomy, especially in Chinese women. This study demonstrates that those 
Chinese women receiving information plus cognitive distraction & re-appraisal, 
reported significantly lower levels of anxiety and post-operative pain, and that they 
showed more satisfaction towards their recovery than those Chinese women 
receiving written information only. Therefore, the findings of this study encourage 
nurses to incorporate such interventions into their practice when caring for Chinese 
women having an abdominal hysterectomy. 
LIMITATIONS OF THE STUDY 
As with all research this study had several potential limitations that may have 
affected the study outcomes. One limitation relates to the choice of a control 
condition. According to Beck (1994), the choice of a control condition plays an 
important role in increasing the statistical power of treatment effectiveness research. 
In order to produce the largest contrast with the experimental group (which will 
positively influence the statistical power of a research design), it ideal to introduce 
one more "No intervention" control group (where the subjects do not receive any 
pre-operative psychological preparation) or a placebo control group. This also helps 
to determine whether the differences among groups are due to the normal responses 
of the recovery, the intervention effects, orjust the Hawthome Effects. However, it 
would have been unethical to have such a condition in the present research. This is 
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because, if basic information would not be given to the control group, this might 
violate the basic ethical principle of clinical practice. Therefore, only the alternate 
treatment control (written information only) was used in this study. Beck (1994) 
points out that the alternative treatment control is generally expected to yield the 
smallest difference between the experimental and control groups. 
Although the surgical procedures for a total abdominal Hysterectomy and a 
Total Abdominal Hysterectomy plus Bilateral Salpingo-oophorectomy are similar, it 
may be argued that the latter involves more extensive organ removal as well as the 
possibility of hormonal after-effects. This may lead to different effects on patients' 
post-operative outcomes and resulted in introducing extraneous variables in the 
study. Thus, it was intended to recruit only one type of operation (Hysterectomy) in 
the study. However, due to time limited, it was not feasible to secure an adequate 
sample size of eligible patients undergoing the same type of operation 
(Hysterectomy) in this study. 
Another potential limitation relates to the short time interval between the 
giving of the interventions and surgery. As cost-effectiveness is the main theme of 
the present health care system, the length of stay for surgical procedures is 
decreasing. In this study, most patients were admitted one day before surgery. 
Therefore, on one hand, the amount of time available for nurses to give psycho-
educational intervention to patients was limited. On the other hand, the patients had 
their surgery soon after they received the written information. Although they 
indicated that they understood the written information given, it is possible that they 
had insufficient time to digest the information adequately, as the information booklet 
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of this study is quite comprehensive. As a result, the effects of written information 
on patients' post-operative outcomes may be under or over estimated. Therefore, 
further study may be considered giving psycho-educational interventions to patients 
before admission for surgery. 
Since a preparatory procedure must be economically feasible in order for the 
health care system to utilize it, the effects of psycho-educational care on the length 
of hospital stay are of particular interest. This is because shortening hospital stays 
through providing psycho-educational care would be a patient-oriented way to help 
control health care costs. However, as an early discharge scheme is implemented in 
this hospital, the patients admitted for a hysterectomy will be discharged routinely 
on post-operative day 4 if no severe post-operative complications arise. Therefore, 
in this study, it was not possible to investigate the effects of psycho-educational 
interventions on the length ofhospital stay. 
Although the patients in this study agreed that the information booklet 
helped them cope with surgery, patient's knowledge and the level of understanding 
of the information was not systematically examined. Also, the amount of 
information absorbed by the patients was not assessed. Although the satisfaction 
questionnaires reveal that most patients involved in this study were satisfied with the 
information given, further study should assess the patients' understanding of the 
information as well as the amount of information absorbed by patients after 
interventions are given. 
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Another limitation is that the study was not Double-blinded (this is the 
technique in which the subjects, and the researchers who administer the 
experimental treatment, are both unaware of which subjects are in the experimental 
group and which are in the control group). In order to eliminate the experimenter 
bias effect or the Hawthome effect, it is better to use the double-blind technique in a 
randomized control trial study. However, using the double-blind technique in this 
study was technically difficult. This is because, it is impossible for the researchers 
who gave the intervention not to be aware of who is in the experimental or control 
group. The double-blind approach is not feasible for some kinds of nursing research 
because nursing interventions are harder to disguise than medications, for example 
(Polit & Hungler, 1999). Nevertheless, in order to ensure that the data collection 
will be fairly objective and impartial, the ward nurses (non-researchers and non-
administrators) who were supposedly ignorant of the study hypothesis collected the 
collect the data (mean pain score of the patients). 
SIGNIFICANCE OF THE STUDY FOR NURSING 
Notwithstanding potential limitations this study has made a significant 
contribution to nursing research, practice, education and management. The 
researcher has made a significant attempt to reduce threats to internal validity by 
adhering to basic requirements for conducting treatment effectiveness research as 
suggested by Polit and Hungler (1999). As mentioned earlier this study has great 
potential to contribute to evidence-based nursing because of methodological rigour 
and because the researcher has reported effect sizes and 95% confidence intervals. 
The values of null hypothesis significance testing is under scrutiny in medical 
(International Committee of Medical Joumal Editors [ICMJE], 1998), nursing 
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(Callaghan, 1999) and psychological research (Harlow, Mulaik & Steiger, 1997). 
Null-hypothesis significance testing tells researchers whether and how statistically 
significant are their findings, but not how effective the findings are (Cohen, 1994). 
To fulfill the latter criteria researchers must report effect sizes and confidence 
intervals (Cohen, 1994, ICMJE, 1998, Harlow et al., 1997). This research reports 
statistical significance, effect sizes and 95% confidence intervals, a novelty in 
nursing research of this nature. By reporting these data the researcher has helped 
future researchers to better determine what effect sizes mean in relation to outcome 
measures, sample size requirements to detect these effects and the likely power of 
their studies. Also, by reporting effect sizes and confidence intervals the researcher 
has given future researchers more data so that they need to rely less on making 
conservative estimates of effect size and power. 
Experimental research of this nature is often difficult for nurses to conduct 
because of problems in recruiting enough participants to test hypotheses with 
adequate statistical power, problems in controlling for extraneous variables and lack 
of support and commitment from senior nurses and other colleagues. This study has 
shown that such research is possible given adequate preparation to deal with threats 
to internal and external validity and locating the study into the context of the 
participating hospital's overall quality assurance strategy. 
This study has plugged a gap in the literature by researching the effect of 
psycho-educational interventions on a group who are under researched in studies of 
this type. The researcher has also identified the likely effect of selective 
demographic variables on postoperative outcomes. The researcher used information 
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plus cognitive interventions and has added significantly to the research literature 
because these interventions are also under researched in the literature. Investigating 
the effect of personality on postoperative outcomes has given the study added 
importance as many researchers often identify personality as important to outcome, 
but few researchers ever investigated the links. 
This study has shown the potential benefits of adding cognitive interventions 
to the detailed information that is given to hysterectomy patients. These 
interventions can be used with relative ease and after brief training and supervision. 
Because the interventions are likely to improve patients' postoperative outcomes 
that are of particular interest to nurses their value is apparent. These interventions 
also give nurses opportunities to advance their practice. Because there are 
measurable outcomes for patients it may increase nurses' satisfaction with their 
work as they can see the direct benefits of their care. This research resulted from the 
combined efforts and commitment of nurses in practice (theatre nurses and surgical 
nurses), management (Department Operational Managers and General Managers 
P^ursing], and education. The study has therefore shown how commitment and 
cooperation between these interested groups can make for meaningful research. 
Because the study was part of the participating hospital's Continuous Quality 
Improvement (CQI) initiative the research has contributed findings that may have 
health policy implications. Nurses carrying out information plus cognitive 
interventions may need additional brief training, support and supervision. So this 
research presents opportunities for further collaborative links between nurses in 
education and practice. The findings also provide evidence that can be used in 
education curricula aimed at helping nurses improve the psychosocial aspects of 
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their care. Most importantly this research has improved the nursing care of Chinese 
women having a hysterectomy and if the practice continues at the study hospital this 
improvement may be sustained. There are Chinese women living in many parts of 
the world other than China, Taiwan, Singapore and Hong Kong. Nurses in other 
parts of the world may use the interventions and the information pamphlet shown to 
be effective in this study when nursing Chinese women having hysterectomies, 
notwithstanding differences in nursing practice. 
RECOMMENDATIONS FOR FUTURE PRACTICE AND RESEARCH 
Based on the findings of this study the researcher makes the following 
recommendations. It is recommended that theatre and ward nurses and members of 
the study hospital's CQI team meet to consider how the findings can be used in 
practice and the implications of the findings for the practice of the study unit. The 
researcher could be ofhelp at such a meeting. It is also recommended that educators 
consider how their curricula might best prepare nurses for using the additional skills 
needed to use the interventions used in this study. Whilst this study shows the 
benefit of using information plus cognitive interventions the researcher did not 
investigate how cost effective were the interventions. Budget holders are more 
likely to be influenced by research findings if some form of cost effectiveness 
analysis is built into researcher of this type. It is recommended that future 
researchers use outcomes that will allow a cost effectiveness analysis to be done. It 
is also recommended that future researchers consider how patients' significant others 
can participate in preparation for surgery especially during the pre-admission period. 
The short duration between admission and surgery in most hospitals in Hong Kong 
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today suggests potential for beginning preoperative preparation at an earlier stage. 
Another recommendation for future researchers is to consider investigating how 
coping style influences postoperative outcomes. 
CONCLUSION 
Giving information plus cognitive interventions reduces anxiety and pain 
experiences and improves satisfaction in Chinese women having a hysterectomy. 
Nurses will improve their practice, and patients' outcomes if they use these 
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The consent Form 
This is a study to measure the patient's anxiety level pre-operatively and 
post-operatively. At the same time, we are comparing different preparations to help 
patients deal with their pre-operative anxiety, which will then facilitate post-
operative recovery. 
On one day before operation, the day of operation, the post-operative day 
one and day three, a nurse investigator will give me a questionnaire to fill in. My 
responses will be kept confidential and anonymous and all information collected 
would only be used for research purposes. 
I have read the foregoing information, or it has been read to me. I have had 
the opportunity to ask questions about it and my questions that I have asked have 
been"answered to my satisfaction. I consent voluntarily to participate as a subject in 
this study and understand that I have the right to withdraw from the study at anytime 
without in any way affecting my further medical care. 
Investigator's signature : Participant's signature : 













THE CmNESE UNWERSITY fiH 香 港 中 文 大 學 
OFHONGKONG ^ g 醫 學 院 
FACULTY OF MEDICINE r ^ ^ ^ ^ 香 港 新 界 沙 田 
SHATTN. NT. HONG KONG S：==—^^ ---^ -^'^ ^^  
TELEGRAM. SINOVERSITY TELEX. 50301 CUHK HX FAX: (852) 2603 6958 
Our Reference : FM/C/13 
Your Reference : 
6 October 1997 
Mr. William Li Ho Cheung 
Dept. ofNursing 
CUHK 
Dear Mr. Cheung, 
I write to inform you that ethical approval has been given for you to engage in the project named 
below: 
Project Title. "The effect of pre-operative psychological interventions on post-
operative experiences ofpatients having Hysterectomy" 
(ref. No： CRE-7219) 
Investi-ator(s)- Mr. William Li Ho Cheung, MPhil. Student, D e p t of Nursing, 
® CUHK • 
Ms IsbeIa Lee, Nurse Specialist, Tuen Mun Hospital 
- Ms Ko Lai Lin, Nursing Officer, Tuen Mun Hospital 
Ms Mao Kwun Fung, Registered Nurse, Tuen Mun Hospital 
Supervisor: Dr. Patrick Callaghan 
Location of Study: Tuen Mun Hospital 
Duration: 18 moonths 
Conditions by Clinical Research Nil 
Ethics Committee (if any): 
It will be much appreciated ifthe completion ofthe project will bereported to the Committee in 
due course. 
Yoers sinccreH', 
• 4^  
Andrew Chan 
Secretary 
Clinical Research Ethics Committee 
D e a n : Professor J .CiL Lee, MB BS, PhD, FRCPC. FCAP, FRCPA, FRCPath. MIAC F H ^ Z n o t ? n 
E - m a i l : j o e l e e ^ u h k . e d u . h k ； T e l : 2609 6870 
P W i n g Off icer : Mr. Andrew Chan, BA, CertEdMgt Te l ： 2609 6788 
A18 
Confidential 
Ref: (11) i n L / M (21) i n T M H / C O N / A D M / 3 9 20Janua iy 1998 
M r LI Ho-cheung, W i l l i am 
Registered Nurse 
〇T Department 
Tuen M u n Hospital 
Dear M r LI, 
AppHcat ion for Approva l fo r Research Projects 
"The effect of pre-operat ive psychological in te rvent ion on ， 
post-operat ive experiences of Chinese patients hav ing Hysterectomy' 
I am pleased to inform you that approval has been given from the Ethics 
Committee for NTN Cluster to you for conducting the captioned project as far as ethical aspect 
in concerned. 
On behalf of the Committee, I wou ld l ike to wish you every success i n ycur study 
and any of your other future endeavors. 
_ Yours sincerely, 
/ < : ^ ¾ ^ ^ ^ - ^ ^ ^ - (B^n)amin LEE) 
.^-^ i：：：^—r^ -y. Secretary 
Ethics Committee for NTN Cluster 
CC. Dr Li l ian LAU, Anae & ICU 
BL/vl -
i O < ^ HOSPfTAL 
V U ) AUTHORfTY 
N K « K » a m H A 1 1 1 _ 
A19 
Demographic Data Form 
(Patient's Particulars) 
Age: Ward & Bed No: 
Diagnosis: BP / P on admission: 
Expected Operation: Operation Date: 
Past History: ' 
Previous Major Surgery:_ 
Martial Status: Single �� Divorced �� 
Cohabitation �� Widowed �� 
Married �� 
No. of Children: 
Education Attainment: 
No Formal SchooHng �� Upper Secondary �� 
Primary �� Post Secondary �� 
Lower Secondary �� Tertiary Education �� 
Employment Status: 
Part-time employed �� Full-time Employed �� 
Unemployed �� Unpaid house work �� 
Familv Income: 
Below $5,000 �� $20,000 -$24,999 �� 
$5,000 - $9,999 �� $25,000 — $29,999 �� 
$10,000-$14,999 �� $30,000 orabove. �� 








“ ： | 完 全 | 有 些 | 中 等 | 非 常 
沒 有 程 度 明 顯 
1 .我感到心情平靜 1 1 一 _ 3 i _ 
2 . 我感到安全 1 1 _ 3 i _ 
3 . 我到緊張的 1 1 3 4 _ 
4.我感到緊張束縛 ‘ 1 2 3 4 
5.我感到安逸~~“ _ _ 1 2 3 4 _ 
6 .我感到煩亂 • ~ ~ " 1 2 3 _ _ 1 _ 
7.我現在正煩惱，感到這種煩惱超 1 2 3 4 
過了可能的不幸. — ^ _ _ _ 
8.我感到滿意 1 2 3 4 
9 .我感到害怕 _ _ 1 2 3 _ _ A _ 
10.我感到舒適 1 2 3 4 
11.我有自信心 _ _ 1 2 3 _ _ ^ 
12.我覺得神經過敲 1 1 3 4 
T3.我極度緊張不安 . 1 2 3 4 
14.我優柔寡斷 1 2 3 4 
1 5 .我是輕鬆的 _ l _ _ _ J _ _ _ l _ _ J _ 
16.我感到心滿意足 ： 1 2 3 4 
17.我是煩惱的 1 2 3 4 
18.我感到慌亂 — 1 2 3 4 
79.我感覺鎮定 1 2 3 4 






| 幾 乎 | 有 些 | 經 常 | 幾 乎 總 
- 沒 有 -是如此 
21.我感到愉快 _1 g 3 4 
22.感到神經過敏和不安 - 1 2 3 4 
-23.我感到自我滿足 “ _ _ 1 2 3 4 _ 
24.我希望能像別人那樣地高興 _ 1 2 3 i _ 
25.我感到我像衰竭一樣 1 2 3 1 _ 
26.我感到很寧靜 1 2 3 4 
27. nmmm冷靜的和泰然自若~~~ ^ 3 ~ ~ 4 
的 
28.我感到困難一一堆集起來，因此 1 2 3 4 
無法克月艮 
29. ^過分憂慮一些事，實際這些事 1 2 3 4 . 
無關緊要 
30.我是高興的 1 2 3 1 _ 
31.我的思想處於混亂狀態 — 1 2 3 i _ 
32.我缺乏自信心 1 2 3 i _ 
33.我感到安全 1 2 _ 3 4__ 
'34.我容易做出決斷 _ _ 1 2 _ _ 3 1 _ 
"35.我感到不合適 1 1 _ _ 1 _ 1 _ 
'36 .我是滿足的 1 2 _ _ 3 1 _ 
"37. 一些不重要的思想總纏繞著我， “ ‘ 1 2 3 4 
並打擾我 
Ts.我產生的沮喪是如此強烈，以致 1 2 3 4 
我不能從思想排除它們 ： 
l 9 .我是一個鎭定的人 _ _ L _ _ _ 1 _ ^ _ _ _ i _ 
7^^我考慮我目前的事情和利益時， 1 2 3 4 




Pain Assessment Form i — 
OperationDone Ward/BedNo. 
Operation Date Time Warded 
c^ Ask and Record patient's Pdn Score according to post-operative time schedule by using 
"Self-assessment 10-point pain level scale". 
^ Enter the time upon assessment. 
伊 Put ^in the appropriate box; 
Put X in the box when patient is asleep. 
赏 Assess any post-operative complications developed at the end of each day, 
“ © “ ^ © ® ~ ~ @ 
0 1 2 3 4 5 6 7 8 9 10 
1 ‘ — . 
nopain • moderatepain . worstpam 
Sdf-assessment 10-point pain level scale 
P�st-�perative?ay (0-24houi^) Assess patient Q4h + prn 
Date 
Time 
10 一 — 
Pain 9 “ 
Score 8 ~^ Z^ZL 
7 — 
6 — 
“ 5 ‘ 
4 一 
3 : 
2 — ： 
1 一 
~ ~ 0 “ “ 一 
Asleep J L J J L _ ~ J 
•- . Post-Operative CompUcations 
(1) Wound CompUcaitons (3) Urinary&Bowel (5) Others: 
Complications . 
(2) Chest CompUcaitons (4) Nausea & Vomiting 
A23 





Score 8 ^ ^ 





2 - . 
1 
~ ~ 0 ~ “ 
Asleep 
Post-Operative CompUcations 
(1) Wound CompUcmtons (3) Urinary&Bowel (5) Others: 
Complications 
(2) Chest CompHcaitons (4)Nausea&Vomiting 
Post-operative Day Three BD + prn ； y -





~~7 “ ：_ 




3 ^ — — ~ ‘ 
2 — 




(1) Wound Complications 
(2) Chest Complicaitons 
( 3 ) Urinary & Bowcl Complications 







常 不 不 
同 同 同 同 
^¾ #^ #^ ^¾ 
(1)我覺得我在手術前所得到的資料是足夠的。 1 2 3 4 
(2)我覺得我在手術前所得到的資料，對我的手 
術有直接關係。 1 2 3 4 
( 3 )資料的内容很容易明白。 - 1 2 3 4 
( 4 )我所得到的資料能幫助我了解我所接受的護 
理及治療。 1 2 3 4 
(5)所提供的資料能令我對將要接受的護理及治 
-療有所預備。 1 2 3 4 
(6)所提供的資料能使我更積極參與屬於自我照 
顧的部份。 1 2 3 4 
(7)我所獲得的資料能令我對將要接受的護理及 
治療有所預備。 1 2 3 4 
( 8 )所提供的資料有助我減低對手術帶來的焦慮。 1 2 3 4 
( 9 )整體而言，我對於護士在手術前提供的資料 
惑到滿意。 1 2 3 4 
( 1 0 )整體而言’我對於護士在手術期間給我的護 
理惑到滿意。 1 2 3 4 
11.有關資料並不能令我了解我所接受的護理。 1 2 3 4 
12.有關資料並不能令我了解我所接受的治療。 1 2 3 4 
13.有關資料並不能令我對將要接受的護理有所預備。 1 2 3 4 
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